One-third of consumers in the United States who consulted physician website ratings reported selecting and/or avoiding physicians because of these ratings. 1 However, little is known about the validity of these ratings. Available studies have focused mostly on hospital website ratings or non-US website ratings. 2,3 We partially address this gap by measuring the association between US physician website ratings and traditional quality measures (QMs) of clinical and patient experience.
estimated a model using all 8 websites and another model limited to the website with the highest Google search result as it may be more representative of what consumers view.
The project was reviewed by the University of Maryland College Park institutional review board and was determined to be exempt from institutional review board review. All data applied in this analysis were analyzed anonymously. Physicians who enroll in an American Board of Internal Medicine certification program enter into a business associates agreement that permits the American Board of Internal Medicine use of their de-identified data at an aggregate level for research purposes (www.abim.org/privacy.aspx). After linking publicly available rating data from the Internet, we were blinded to the physicians' identities and the data were de-identified and were viewed and analyzed in aggregate. Patient survey data did not include any protected health information or other identifiers and were collected by physicians participating in the American Board of Internal Medicine's maintenance of certification program; therefore, informed consent could not be collected. Furthermore, no names of patients were recorded.
Results | Physician website ratings existed for 61.0% of physicians, with 5.6 patient ratings per physician and a mean normalized rating of 81.6% ( Table 1) .
The associations between physician website ratings and clinical QMs were small and statistically insignificant (≤0.3 percentage point change associated with a 20 percentage point rating change; P > .41) ( Table 2) . For patient experience QMs, associations were also small but were statistically significant (≤1.7 percentage point change associated with a 20 percentage point rating change; P < .05). For example, regression results indicate that a physician with a website rating of just 1 of 5 stars had 79% of their patients rate overall quality of their care as very good or excellent vs 82% for a physician who had a perfect 5 out of 5 rating. Overall, results were similar across website samples.
Discussion | We found no evidence that physician website ratings were associated with clinical QMs. We did find a statistically significant, but small, association between physician website ratings and 2 Practice Improvement Module measures of patient experience. Overall, the weak associations we found could have resulted from the low number of website ratings per physician or because patients whose ratings are reported on websites are not typical of the overall population of patients treated by the physicians in our sample. Alternatively, weak associations may have been due to inherent limitations of our Practice Improvement Module data related to their content, sample structure, and chronic condition focus. Finally, we did not examine associations with patients' narratives on the website. Notably, a study of ratings for websites in the United Kingdom reported stronger associations with practice-level QMs than we found. 2 More generally, patient experience measures, properly constructed and administered, have been shown to be associated with clinical outcomes. 5 Regardless of whether US physician website ratings are related to the QMs we examined, these measures of patient experience may capture other important aspects of quality of care. Furthermore, the high prevalence and use of physician website ratings by US consumers indicates that either there might be a benefit not reflected in our QMs or consumers have no other easily acces-sible source of information. 1, 6 Overall, our study provides valuable information to consumers considering the usefulness of physician website ratings. 
Geographic Accessibility to Clinical Trials for Advanced Cancer in the United States
Clinical trials yield critical evidence to guide the care of patients with cancer. According to commonly used practice guidelines, "...the best management of any cancer patient is in a clinical trial." 1 Nonetheless, only about 2% to 7% of US adult patients with cancer participate in clinical trials. 2 Poor accrual to clinical trials has far-reaching implications in the way it affects the pace of progress, cost of drug development, and generalizability of study findings. Prior studies exploring trial enrollment have identified several barriers. 3 However, geographic barriers to participation in clinical trials remain underexplored. A survey of patients with cancer revealed that most were not willing to travel for trial participation. 4 We sought to estimate the geographic accessibility of clinical trials for advanced cancer in the United States.
Methods | Data regarding clinical trials and associated sites were derived from ClinicalTrials.gov. 5 We identified all actively accruing trials that evaluated first-line treatments for metastatic breast, prostate, colorectal, and non-small cell lung cancers. Inclusion was limited to these malignant neoplasms because they are the most commonly diagnosed and most frequent causes of cancer death in the United States. Institutional review board approval was waived by Icahn School of Medicine at Mount Sinai.
ClinicalTrials.gov was queried on September 16, 2012, and 227 trials associated with 5011 sites met the criteria for inclusion. The 1-way driving time from each US zip code to the nearest breast, prostate, colorectal, or non-small cell lung cancer trial site was calculated using MapPoint 2013 (Microsoft Corporation). Calculations for each cancer type were performed with each zip code in the contiguous United States as the point of origin and the zip code of the nearest trial site as the destination.
The proportion of patients with metastatic breast, prostate, colorectal, or non-small cell lung cancer residing within x minutes of the nearest trial site was calculated by weighting each origin zip code by the estimated proportion of the total number of people in the United States with metastatic cancer represented within that zip code. Because data regarding the geographic distribution of patients with metastatic disease in the US are not available, we used cancer-specific mortality data (wonder.cdc.gov) to approximate the number and distribution of patients with metastatic disease because most of these patients die of their illness; cancer-related deaths are uncommon at earlier stages of disease.
Results | We found that 45.6%, 50.2%, 52.2%, and 38.4% of patients with metastatic breast, prostate, colorectal, and nonsmall cell lung cancer, respectively, would need to drive more than 60 minutes 1 way to access a clinical trial site (Table) . The Mountain, West North Central, and West South Central regions were generally associated with the longest travel times (Figure) .
Discussion | We found that clinical trials for advanced cancer have poor geographic accessibility for many people in the United States. According to a 2010 Institute of Medicine report, "Sites for clinical trials are frequently selected on the basis of where the investigators are located, as opposed to where the patients are, creating difficulties in patient recruitment." 6(p21) There are limitations to our analysis. The minimum travel time that affects the decisions that patients with cancer make about their care is not known. Patients living in metropolitan and rural areas may value travel time differently. We likely underestimated travel time, and many patients will not meet eligibility criteria for the trial that is nearest to them. We also examined the most common cancer types; for rare cancers, trial accessibility is likely worse. We limited our analysis to metastatic cancers. Although 
